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INTRODUCTION
Natural child birth is associated with labour pain that exceeds expectations. The scientific definition of pain was introduced by the International Association for the Study of Pain. Pain is an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage (1) .
Bonica (2) has defined acute pain as a complex constellation of unpleasant sensory, perceptual, and emotional experiences and certain associated autonomic, psychological, emotional, and behavioural responses.
Lowe (3) has described the nature of labour pain which begins with an understanding of the nociceptive stimuli that may be centrally perceived by the parturient and called pain. During the dilatation phase of labour (first stage), it is the visceral pain that predominates with pain (nociceptive) stimuli arising from the mechanical distension of the lower uterine segment and cervical dilatation. High threshold myometrial mechanoreceptors may also generate nociceptive stimuli in response to uterine contractions especially in long, protracted labours. The increasing intensity of pain commonly observed with the progression of the dilatation may be partially attributable to a lowered activation threshold in the mechanoreceptors, and the chemoreceptor stimulation produced by repeated stimulation of uterine contractions. As the pelvic or descent phase of labour progresses (late first stage and second stage), somatic pain predominates from distension and traction on pelvic structures surrounding the vaginal vault and from distension of the pelvic floor and perineum.
The negative physiologic effects of labour pain are believed to originate mainly in alterations in the maternal respiratory pattern and the catecholamine mediated stress response.
Brownridge (4) has reviewed the potential physiological effects of severe labour pain which may include increased oxygen consumption and hyperventilation with hypocarbia and respiratory alkalosis, and autonomic stimulation and catecholamine release with gastric inhibition and increased gastric acidity, lipolysis, increased peripheral vascular resistance, cardiac output, and blood pressure, decreased placental perfusion and incoordinate uterine activity. At the extreme end of the spectrum, these responses are hypothesised to produce maternal metabolic acidaemia, fetal distress and dysfunctional labour. However Brownridge states that "such effects may be largely innocuous during the course of an uncomplicated labour".
Several surveys have been conducted that show a large proportion of women go through labour using various methods of pain relief (5 -7) .
In contrast to women in Western countries, the majority of women in the developing world including Africa have no access to pain relief methods in labour (8, 9) . In order to assess the magnitude of the problem, we conducted a questionnaire survey of antenatal women regarding their knowledge, attitude and use of labour pain relief methods.
MATERIALS AND METHODS
Approval from the Aga Khan University Hospital Research and Ethics Committee for our survey was sought and obtained prior to commencement of the survey.
The survey was conducted in May, 2007. We surveyed 202 women attending antenatal clinic at the Aga Khan University Hospital, Nairobi over a period of 20 days using a questionnaire. The questionnaire captured their demographics, knowledge and attitude of labour pain relief methods.
An investigator was available to explain any technical terms in the questionnaire that the participants did not comprehend. Both primigravida and parous women were included in the survey. All descriptive and analytical statistics were performed using Intercooled Stata (StataCorp 200. Stata Statistical Software: Release 9. College Station, TX: Stata Corporation.). A p-value of <0.05 was considered significant for all statistical tests.
RESULTS
In May, 2007, 202 consecutive women attending the antenatal clinic at our hospital were enrolled in our survey. All of them completed the provided questionnaires. Characteristics of the women interviewed are shown in Table 1 .
The majority of the women were young (mean age 27 years), had a college level of education (52%) and were parous (65%). Fifty six per cent of the participants had knowledge of labour pain relief methods. Among participants who had knowledge of labour analgesia, friends, the antenatal clinic and books/leaflets were the major source on information. There was no significant relationship between level of education and knowledge of pain relief methods, P= 0.494. Ninety four per cent of the parous women had experienced pain at their last delivery, with 54% of them having felt severe pain, 32% moderate pain, eight per-cent mild pain and six percent had not experienced any pain. A minority of the parous women (18%) had been offered any form of pain relief at their last delivery. Of those who had been offered pain relief, a majority of 82% had effective pain relief. Table 2 shows the pain experience and management. There was a significant relation between pain relief administration and effectiveness, P < 0.001. The majority of the participants in our survey, 90%, indicated they would intend to have some form of labour pain relief at their next delivery so long as they were assured it would be safe for them and their babies. Eight per cent declined and two per cent were unsure whether they would like pain relief at their next delivery. (12) have shown much lower levels of knowledge of 38.9 and 4.5% respectively. A striking finding in our setting was that while most of our survey participants were of college or university education, this was not associated with a higher level of knowledge on labour pain relief methods overall. This could be due to lack of emphasis on family based subjects in college and university curricula and shows the substantial unmet need for relevant health related information even among educated women.
Friends, booklets/leaflets and the antenatal clinic were the main sources of information in our survey. Stewart et al (13) found comparable results in their study. Although more than half of the women in our survey knew about labour analgesia, only a small percentage availed this service. This compares with a study by Onah et al (14) which showed that only 22.1% of parturients received some pain relieving drug during labour.
This low availability in our study could be due to extra expenses that may be involved in availing this service. Cultural and religious practices, lack of adequate information on safety and use of labour analgesia during antenatal clinics or via leaflets could also explain the low usage. There are no hospitals offering a well established labour analgesia service in our region. This could be another explanation for low availability of labour analgesia in our setup.
Although only a small percentage of our participants had received labour analgesia at their last delivery, it was reported as having been effective.
The level of effectiveness was comparable to findings elsewhere.
Findley et al (5) has shown that with pharmacological labour analgesia methods, entonox was helpful to about 85% of the women who used it, opiates provided 85% of women who used them with a good experience of pain relief while over 90% of the women who used epidural analgesia found it good or very good and 85% would choose to use it again. In our study the various pharmacological labour analgesia methods had a comparable level of effectiveness. A majority of participants in our survey expressed willingness to have labour analgesia at their next delivery if safety was assured for them and their babies.
What do the present findings add to knowledge about the relationship between social and educational context, knowledge, demand and use of pain relief methods in labour? Our patients might be considered to be socio-culturally located within a transition from traditional social norms for coping with labour pain, to a cultural milieu heavily influenced by Western values and expectations. Our findings suggest that the expected linkages between education in general, specific knowledge of pain relief methods, demand for and use of services are highly fragmented. However, it is clear that when offered relevant information on pain relief options our patients are certainly interested in these options. The implication for maternity care providers in urban settings of developing countries such as ours is that specific measures are needed to overcome the substantial information, access and service delivery gaps that currently exist.
Our survey has some limitations. The results of our study cannot be generalised as it was conducted in only one centre and most of the study participants were educated and employed. This would have had an impact on their level of knowledge, attitude and use of labour analgesia as compared to a similar survey conducted elsewhere. Also, the survey method was not able to provide the detailed insight into the meaning of labour pain for women that would be obtained through a qualitative study.
In conclussion, our study has shown that despite a big percentage of women attending our antenatal clinic being well educated, knowledge on labour analgesia methods is still below the Western World levels. Friends, books/leaflets and the antenatal classes are the most common source of information. We recommend reinforcement of these sources and urge the obstetricians and anaesthetists to become more actively involved in labour analgesia knowledge dissemination. A majority of the participants in our study have shown willingness to have a labour analgesia at their next delivery. Setting up dedicated labour analgesia services in this region would therefore go a long way in alleviating labour pain and its associated suffering.
